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Abstract
Background: The delivery of HIV counselling and testing services for children remains an uphill task for many
health workers in HIV-endemic countries, including Uganda. We conducted a descriptive study to explore the
challenges of providing HIV counselling and testing services to children in Uganda.
Methods: A descriptive study was conducted in the districts of Kampala and Kabarole in Uganda. The data were
collected using semi-structured individual interviews and focus group discussions with health workers who are
involved in the care of HIV-positive children. Key informant interviews were conducted with the administrators of
the 10 study healthcare institutions. Quantitative data were summarized using frequency tables, while qualitative
data were analyzed using the content thematic approach.
Results: Counselling children was reported to be a difficult exercise due to some children being unable to express
themselves, being dependent on adults for their care, being fearful, and requiring more time to open up during
counselling. This was compounded by some caretakers’ unwillingness and difficulty to disclose the HIV status of
their children. Other issues about the caretakers were: lack of consistency in caretakers; old age; sickness; and
poverty. Health workers mentioned the following as some of the challenges they face in the delivery of HIV
counselling and testing services for children: lack of counselling skills; failure to cope with the knowledge demand;
difficulty to facilitate disclosure; heavy work load; and lack of other support services. Institutions were found to be
constrained by limited space and lack of antiretrovirals for children.
Conclusions: The major challenges in the delivery of paediatric HIV services were related to the knowledge gap in
paediatric HIV and the lack of counselling skills, as well as health system-related constraints. There is a need to train
health workers in child-counselling skills, especially in the issues of disclosure, sexuality and sexual abuse, as well as
in addressing fears related to death and an uncertain future, in order to improve paediatric HIV care. Provision of
child-friendly services, guidelines and antiretroviral formulations for children may provide a window of hope to
improve HIV counselling and testing services for children.
Background
HIV/AIDS has had a devastating impact on both adults
and children. Globally, more than 2.3 million children
are estimated to be living with HIV/AIDS. Almost 90%
of these children live in sub-Saharan Africa [1]. Recent
estimates by the Joint United Nations Programme on
HIV/AIDS (UNAIDS) indicate that about 130,000
children aged 0 to 14 years are living with HIV in
Uganda [2].
International and national efforts to provide care and
support for children who are infected and/or affected by
HIV/AIDS, including provision of paediatric HIV treat-
ment, are increasing. The “Unite for Children, Unite
against AIDS” initiative by UNICEF/UNAIDS targets
provision of either antiretroviral treatment or contri-
moxazole, or both, to 80% of children in need [3]. How-
ever, the number of HIV-positive children under 15
years of age receiving antiretroviral therapy (ART)* Correspondence: jrujumba@yahoo.com
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remains low [4-7]. Only 13% of the children in need of
ART in sub-Saharan Africa receive it [8].
This could be a manifestation of the limited care and
support services for HIV-infected children, including
HIV counselling and testing services as an entry point
for such care. In order to bridge the gap, the Uganda
Ministry of Health and partner agencies are scaling up
HIV counselling and testing services in the country as
part of the ART and prevention of mother to child
transmission (PMTCT) programmes.
Until recently, most of the HIV counselling and test-
ing services in Uganda targeted adults. Currently, HIV
counselling and testing services for children are available
at the national teaching hospitals, regional hospitals and
district hospitals. There are also some private, not-for-
profit hospitals and non-governmental organizations,
like The AIDS Support Organization, AIDS Information
Centre, Joint Clinical Research Centre, Baylor College of
Medicine Children’s Foundation Uganda and the Mild-
may Centre, which provide HIV care, including child
counselling and testing.
In addition, the Uganda National Policy Guidelines for
HIV counselling and testing provide for HIV counselling
and testing of children aged 12 years and above without
the knowledge or consent of parents or guardians, pro-
vided the children have the capacity to understand the
implications of the test results [9]. For children who are
below the age of 12 years, consent of the parent or
guardian must be sought and documented. In the
absence of a parent or guardian, the head of an institu-
tion can give consent on behalf of the child [9]. The
policy further emphasizes the need for healthcare provi-
ders to counsel both the child and his/her parents or
guardians [9].
Despite these advances, provision of HIV counselling
and testing services for children has remained a difficult
task for many health workers. Allen and Marshall note
that the concerns of vulnerable populations, including
children living with HIV, are often difficult and
demanding for the patients, their families and the health
workers [10]. With this background, we conducted a
descriptive study to explore the challenges that health-
care workers face in the delivery of HIV counselling and
testing services to children and their caretakers in
Uganda.
Methods
Design, study sites, and participants
We conducted the study among health workers who are
involved in the delivery of HIV counselling and testing
services for children and their caretakers in the Kampala
and Kabarole districts of Uganda. The study participants
included medical doctors, nurses, counsellors, social
workers and administrators of 10 healthcare facilities.
In Kampala District, the study covered seven sites:
Mulago National Referral and Teaching Hospital, four
faith-based hospitals (Lubaga, Nsambya, Mengo and
Kibuli), the AIDS Information Centre (AIC), and the
Kamwokya Christian Caring Community (KCCC). AIC
and KCCC are non-governmental organizations provid-
ing HIV counselling and testing services in Kampala
City. In Kabarole District, study sites were: one regional
hospital (Buhinga) and two faith-based hospitals (Virika
and Kabarole), which are all located within Fort-Portal
Municipality.
Data collection methods
We collected data between November 2004 and April
2005, using semi-structured individual interviews, focus
group discussions and key informant interviews with
medical doctors, nurses, counsellors, social workers and
administrators of the study institutions.
Individual interviews with health workers
Following informed consent, a semi-structured interview
guide [11] was administered to health workers who are
involved in counselling and testing of HIV-infected
children.
The semi-structured interview guide consisted of
structured close-ended questions, which were followed
by a set of open-ended, qualitative questions. Close-
ended questions captured information about the respon-
dents’ demographic characteristics and training in coun-
selling and paediatric HIV care. The open-ended
questions captured information relating to the content
of the training and the challenges that the service provi-
ders encounter in counselling HIV-infected children.
The three authors conducted the interviews. Each
author worked with two research assistants (university
graduates), who helped in organizing appointments for
the interviews and also took detailed interview notes.
The interviews, which each lasted 45 to 60 minutes,
were conducted in English and were not audio recorded.
At the end of each interview, the researcher met with
the research assistants to compile a detailed write-up
and to plan for the subsequent interviews.
Key informant interviews
Administrators and heads of the participating institu-
tions and paediatric HIV units, as well as heads of
PMTCT programmes, were selected as key informants.
One of the authors (JR), who is conversant with qualita-
tive methods of investigation, conducted the interviews
with the assistance of one of the co-investigators.
An open-ended interview guide was used to collect data
on the structural issues that affect the delivery of pae-
diatric HIV services and the challenges of counselling
HIV-infected children.
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Focus group discussions
Three focus group discussions were conducted using a
discussion guide; one was held in Kabarole District (at
Buhinga Hospital) and two in Kampala District (at
Mulago Hospital and Kamwokya Christian Caring Com-
munity). Eligible participants (nurses, counsellors and
social workers) who did not participate in individual
interviews were selected for the focus group discussions
(FGDs). Each FGD comprised six participants (female
and male in a ratio of 2:1). The first author (JR) moder-
ated the FGDs while one research assistant, who had
experience in conducting social research, took detailed
notes. The discussions were conducted in English, and
were tape recorded.
Sampling issues
We included all public and faith-based hospitals in the
two districts, as well as two non-governmental organiza-
tions (AIC and KCCC) that were providing HIV ser-
vices. The AIDS Information Centre was included
because it was a pioneer agency for HIV counselling
and testing. Although KCCC was not one of the original
selected sites, health workers at Mulago and Nsambya
hospitals informed us that sometimes, they received
HIV-positive children who had been tested and referred
from KCCC for ART and other kinds of management.
At the facility level, health workers were purposively
selected depending on whether they were involved in
the care of HIV-infected children.
Data analysis
Responses to open-ended questions from individual
interviews were coded and entered in EpiData. Fre-
quency tables were generated using the SPSS statistical
package (version 11.5) to reflect the training, experi-
ences and challenges involved in counselling HIV-
infected children. Qualitative data were analyzed using
the content thematic approach, which was guided by the
Graneheim and Lundman 2004 framework [12]. We
identified study themes and sub-themes following multi-
ple reading of interview and discussion transcripts. The
major theme was the challenges faced by healthcare pro-
viders in providing HIV counselling services to children.
The emerging sub-themes were: child-, caretaker-,
health worker- and institutional-related challenges.
We used these themes and sub-themes to code data
from interview and discussion scripts. We also con-
ducted sub-group analysis, which involved examining
the themes and sub-themes in relation to each health
facility in order to identify the unique and cross-cutting
challenges that exist in the delivery of HIV counselling
services to children. We identified verbatim quotations
that were pertinent to the study themes, which we have
used in the presentation of findings.
Ethical considerations
Ethical clearance to conduct the study was obtained
from the Uganda National Council for Science and
Technology, and the Kampala and Kabarole district
administrations, as well as from the management of the
study institutions. Written informed consent to partici-
pate in the study was obtained from all the study
participants.
Results
The results presented here were obtained from inter-
views that were held with health workers about the
challenges they face in the delivery of paediatric HIV
services. The results do not include information from
interviews with children and caregivers. Four of the 10
institutions involved in the study (Mulago, Nsambya,
Kibuli and Buhinga hospitals) had fully fledged HIV
counselling, testing and care services for children,
including the provision of antiretrovirals (ARVs). The
other sites provided services mainly for adults. The pae-
diatric HIV services included counselling, testing and
referral to other centres.
Social demographic characteristics
We interviewed 60 health workers who were involved in
routine provision of HIV counselling and testing for
children and child caregivers. Of the 60 service provi-
ders, 40 (66.7%) were female. The majority (42 of 60;
70%) were below 40 years of age. Counsellors consti-
tuted 21 of the 60 (35%) respondents (see table 1). The
Table 1 Demographic characteristics of health workers
involved in HIV counselling and testing of children in
Kampala and Kabarole districts












Clinical officers 3 5.0
Counsellors 21 35.0




Social workers 4 6.7
Others 1 1.7
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number of health workers interviewed per study site
ranged from four to eight.
In addition, 18 administrators of the study institutions
participated in key informant interviews. These included
administrators and heads of paediatric HIV clinics and
PMTCT programmes at the study sites.
Training and experience in counselling and paediatric
HIV/AIDS care
Thirty-eight out of the 60 respondents (63.3%) had
never attended any formal training in counselling. Forty
out of the 60 health workers who are involved in the
provision of HIV counselling and testing (66.7%) had
attended a one- to two-day sensitization workshop on
paediatric HIV/AIDS. Twenty-five of these 40 (62.5%)
had been exposed to basic counselling skills, while
others had received training in management of paedia-
tric HIV and communication skills, as shown in Table 2.
Overall, 23 of 60 (38%) respondents had worked with an
agency involved in the delivery of paediatric HIV/AIDS
services prior to joining the current organization.
Challenges in providing counselling and testing services
to HIV-infected children
The challenges involved in providing counselling and
testing services to HIV-infected children were grouped
under: child-, caretaker-, health worker- and institu-
tional-related challenges (Table 3).
Child-related challenges
Health workers stated that children were unable to
express themselves, and depended on adults for care
and support. In addition, children required more time
Table 2 Training and experience of health workers in
counselling and paediatric HIV/AIDS care
Training and experience Frequency (n = 60) Percentage
Had formal training in counselling
Yes 22 36.7
Ever worked with other agency
involved in paed HIV
Yes 23 38.3
Ever attended one-two day
workshop on paediatric HIV
Yes 40 66.7
Content covered in the workshop
(out of 40)
Counselling skills 25 62.5
Disclosure 1 2.5
Communication skills 8 20.0
Identification of paed HIV 1 2.5
Management of HIV patients 8 20.0
Management of paed HIV 13 32.5
Knowledge of ARVs 1 2.5
Table 3 Challenges in the provision of counselling and
testing services to HIV-infected children*
Difficulties Frequency (n = 59)** Percentage
Institutional related
Few staff & heavy workload 20 33.9






Lack of prior sensitization before
referral for testing
6 10.2
Poor motivation of staff 3 5.1





Unwillingness of caretakers to
disclose to child
15 25.4
Caretakers refusing children to
be tested
7 11.9
Caretakers look at HIV-infected
children as a burden
3 5.1
Sick and weak parents 3 5.1
Clients not sympathetic to health
workers due to desperation
2 3.4
Some parents deny parenthood
(stigma)
2 3.4





Dependency nature of children 6 10.2
Children require more time for
counselling
5 8.9
Most children are needy &
orphans
4 6.8
Need a lot of support to adhere
to treatment
3 5.1




Failure to cope with knowledge
demand for HIV care
14 23.7




Difficult of dealing with non-
parents
7 11.9
Difficult to draw blood from
children
4 6.8
Difficult to disclose to children 3 5.1
Caretakers refuse other
monitoring tests for ART
2 3.4
*Responses to open-ended questions posed to healthcare providers were
coded into categories. Multiple responses were noted.
**One respondent did not respond to the question on challenges.
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for counselling. This was supported by additional infor-
mation from the focus group discussions and key infor-
mants. The health workers stated that:
Some children are sent alone to hospital and cannot
explain much. (Health worker, Mulago Hospital)
Children are emotionally moving, get attached to
health workers easily and become dependent. Some
children refuse to take drugs and require a counsel-
lor who may not be available all the time. (Health
worker, Buhinga Hospital)
Children have many questions which need to be
answered and this takes a lot of time yet clients are
too many. (Health worker, Mulago Hospital)
Some children, especially adolescents, who know
they are HIV positive, ask questions about sexuality,
whether they will marry and have children of their
own. These are difficult questions which take a lot
of time and without readily available answers.
(Health worker, Nsambya Hospital)
Children, unlike adults, are more delicate; they need
patience and understanding which most of us lack as
we are used to handling adults. (Health worker, AIC)
These findings show that health workers are con-
strained by time to respond to the many questions
raised by children during counselling sessions. Some
health workers are not well trained to handle HIV-
infected children; hence the fear of attachment and
emotional challenges. The health workers are more
comfortable with and are used to handling adults.
Health workers observed that some of the children are
needy and lack support. The study also identified that
some children, due to their age, perception of illness
and the fears associated with HIV/AIDS, find it difficult
to adhere to medication. Health workers struggle to deal
with the fears of HIV-infected children, such as the fear
of death:
Some of the children have watched their parents fall
sick and die, so they relate their lives to such experi-
ences. One of the children in a counselling session
asked me whether she was going to die like her
mother with a lot of pain. Sometimes she would
refuse to eat, cry a lot and would not explain much
when asked by the grandmother. So if you have
many of such children under your care, with the
many numbers of patients we see, it becomes very
difficult to help them adequately. You also burn out.
(Health worker, Mulago)
This explanation by the health worker shows that the
fears of children are compounded by their own experi-
ences of seeing their parents or relatives die of HIV/
AIDS. Findings also show that such complex scenarios
strain health workers’ capacities to effectively counsel
children.
Fear of stigma and discrimination in society, uncertain
future and the likelihood of being denied love and gen-
eral care following HIV diagnosis were some of the
other major fears of children, as mentioned by the
health workers:
HIV infected children have many fears, like the fear
of death and abandonment, once they know that
they are HIV positive. These fears need to be
addressed, which is too demanding for health work-
ers. (Health worker, Nsambya Hospital)
I counselled a child who was bitter with her aunt
and every one at home because they had removed
him from school saying he was always sickly. His life
improved with both treatment and when he was
taken back to school. (Health worker, Nsambya)
Caretaker-related challenges
Health workers are also constrained by the unwilling-
ness of child caretakers to disclose the condition to the
children (15 of 59; 25%), refusing to have children tested
(seven of 59; 12%), physical weakness and sickness of
carers (three of 59; 5%) and some caretakers looking at
HIV-infected children as a burden:
Some parents, especially men, are unwilling to have
children tested due to fear of being identified with
these children. If a child tests HIV positive some
people think it means even the parent is positive.
(Health worker, Virika Hospital)
Most parents tend to be protective and resist disclo-
sure. As one said, I know my child better, it’s not
the right time to tell him ... (Health worker, Buhinga
Hospital)
Direct (biological) parents fear to disclose HIV status
to their children for fear to be blamed by their chil-
dren. (Health worker, AIC).
Other challenges were lack of support for HIV-
infected children and their caregivers, a situation that
makes them look up to health workers to meet all
their needs. Caretakers of children find it difficult to
visit health facilities regularly due to lack of money for
transport. Stigma, denial of parenthood and lack of
consistency by caretakers also emerged as major chal-
lenges:
Some caretakers discriminate against HIV-positive
children. Some are removed from school; others are
delayed to be taken to hospital when they fall sick
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because some of the caretakers think it’s wastage of
money since those children will die soon. (Health
worker, Mulago)
Many caretakers have a negative attitude towards
educating HIV-positive children compared to HIV-
negative children. Although ARVs for children are
now becoming more available, many people still
think it is a waste of money to educate HIV-positive
children who will die soon anyway. (Health worker,
KCCC)
We have seen some parents who come saying they
are just helping such children or they are aunties.
But with time we have found some are biological
parents to these children. Parents fear that their HIV
status would be identified with that of their children.
It becomes difficult and challenging to counsel such
children when they are denied parenthood in public
places, which is a pity. (Health worker, Buhinga)
Children are brought to the clinic by different peo-
ple, sometimes by a mother, grandmother, sibling
and neighbour. So there is no continuity in counsel-
ling and guidance provided to caretakers. As a health
worker, sometimes you are not sure what each of
the caretakers knows about the child’s condition.
(Health worker, Mulago)
Health worker-related challenges
A quarter of the health workers (14 of 59; 24%) were
constrained by inadequate knowledge about paediatric
HIV care and the lack of paediatric counselling skills:
Some of us have never been trained in counselling,
so sometimes you do not know what to do next.
(Health worker, Buhinga)
Some of us are general health practitioners although
we are helping children. We need support from
those with more experience in pediatric HIV care.
(Health worker, Buhinga)
Inability to provide for the general needs of HIV-
infected children; For instance, we lost a 17 year old
who was staying with a grandmother due to lack of
proper nutritional care. This child still stands out in
my mind. (Health worker, Nsambya)
Health workers find it difficult to draw blood from
children for both HIV testing and monitoring tests
like the CD4 count and viral load testing. The labora-
tory workers expressed concern that in some cases,
children are sent to laboratories without prior coun-
selling and explanation about blood draws. This,
coupled with the pain suffered during the blood draw
process, makes it difficult for laboratory personnel to
cope with the emotional and physical stress of the
affected children.
Health workers had difficulties in disclosing the HIV
infection status to children due to fear of negative out-
comes, such as depression and refusal to take medica-
tion. Other challenges faced by health workers were:
difficulties in communicating with and counselling
children; dealing with adolescents, sexually abused and
sexually active HIV-infected children; and the inability
to meet the general needs of children.
The issue of handling sexually active children featured
more prominently in Mulago and Kabarole hospitals.
Some of the children at these centres were adolescents
and were more likely to be sexually active:
HIV-positive adolescents are difficult to handle,
some are sexually active, with a risk of re-infection
and further spread of HIV/AIDS. I am sure most
health workers do not know what to do in such
cases. (Health worker, Kabarole)
It is difficult to counsel HIV-infected children who
have been sexually abused, especially by close rela-
tives. (Health worker, Mulago Hospital)
We find it very difficult to counsel children who
have been sexually abused. This is because many of
us health workers have not been trained to address
issues of sexuality. (Health worker, Mulago)
Institutional-related challenges
Challenges under this category included the lack of or
inadequate ARVs for children, the lack of a child-
friendly environment at health facilities, and the lack of
referral networks for paediatric HIV care. Findings from
focus group discussions and key informant interviews
confirmed these challenges:
ARVs for children are still limited and there is a
general problem of limited ARV formulations for
children. This makes counselling for adherence diffi-
cult, especially where elderly caregivers are involved.
(Health worker, Mulago)
There is inadequate space at the clinic. This limits
the area children have for play and interaction to
facilitate comprehensive assessment of children’s
needs in a natural atmosphere. (Health worker,
Nsambya Hospital).
We lack child-friendly services, including play area,
drawings on walls ... to make children feel free.
(Health worker, Kibuli Hospital)
Lack of appropriate guidelines on child counselling was
also mentioned at Nsambya, Buhinga and Mulago hospitals:
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The policy on testing children is not clear and health
workers lack guidelines on counselling children,
especially on issues of disclosure. (Health worker,
Nsambya)
We also lack information and education materials
like posters and reference guidelines on HIV coun-
selling and care for children. (Health worker,
Buhinga)
Other institutional challenges mentioned included:
limited staff leading to heavy work load; shortage of
testing kits and other logistics; lack of, or inadequate
protection against occupational hazards like pricking
and infections like tuberculosis; lack of comprehensive
HIV/AIDS counselling; and lack of sensitization at
health facilities prior sending patients to laboratories:
The major problem we face is the inadequate num-
ber of counselors. So, clients wait for long and we
also get exhausted. (Health worker, Mulago
Hospital)
Counselling is increasingly becoming relevant in the
hospital setting but not provided for by the Ministry
of Health in its structures. So, when a centre starts
offering HIV counselling and testing, the existing
health workers take on counselling as an added
responsibility over and above their normal work.
(Health worker, Buhinga Hospital).
Discussion
In this study, we explored the challenges faced by health
workers and institutions in the delivery of HIV counsel-
ling and testing services for children in Uganda. Several
challenges were identified at the institutional, caretaker,
child and health provider levels. The challenges could
be due to the fact that HIV counselling and testing of
children is relatively new in Uganda and some health
facilities have not yet built capacity and experience to
handle this challenging task.
One-third of the health workers had attended courses
in HIV counselling, and fewer had trained in paediatric
HIV/AIDS care. The majority had attained some knowl-
edge on paediatric HIV through one- to two-day
workshops.
This is not surprising: the scale up of paediatric HIV/
AIDS care has been implemented in Uganda since 2005
and is still limited. Currently, national, regional and a
few private, not-for-profit hospitals are providing specia-
lized paediatric HIV/AIDS care services in Uganda.
Although HIV testing and counselling services for adults
extend right through to the primary health care level
(Health Centre IV and III), there is still a challenge of
incorporating child counselling and testing demands in
the national scale up of HIV care.
The situational analysis for paediatric HIV/AIDS care
in Ethiopia also indicates that the majority of the child
health service providers are not trained in paediatric
HIV/AIDS care and hence lack the confidence and skills
to handle children [13]. Qazi et al also cite the limited
number of trained staff in HIV and integrated manage-
ment of childhood illnesses as a challenge to scaling up
ART for children [4]. The professional expertise in pae-
diatrics is in short supply in many African countries,
and few African or developing world health profes-
sionals have been trained in the care and treatment of
HIV-infected children [7].
Healthcare providers in our study also reported diffi-
culties in handling HIV-positive adolescents, particularly
those who are sexually active or who have been sexually
abused. These findings are again not surprising given
the limited number of health workers who have under-
gone formal training in paediatric HIV counselling and
care.
The general lack of supportive guidelines, information
and education materials on paediatric HIV care at
health facilities further exacerbates health worker con-
straints. Inability of health workers to meet the varied
needs of children and child caregivers was another chal-
lenge. Kaddu Mukasa and colleagues, at the 14th Inter-
national AIDS Conference highlighted similar difficulties
in counselling HIV-positive children, including the
absence of a clear national policy and guidelines [14].
The general lack of established referral networks for
paediatric HIV care was another key challenge faced by
the health workers. This could be a reflection of the
poor referral network in the country’s health system
[15]. Although these issues seem to be general health
system challenges, they affect the health workers’ ability
to deliver HIV counselling and testing services to
children.
Disclosure of HIV status to children was generally
perceived as a more delicate and complicated matter
than it was for adults. The challenges and complexities
of disclosure of HIV status to children among health
workers have also been documented in South Africa
[16]. Domek observes the need for clinicians to work
with family members and caregivers to encourage
appropriate disclosure practices, a process that should
be tailored to the individual child and community [17].
As highlighted by Wiener et al, training and support for
health workers is critical for health workers to identify
child and caregiver abilities, handle the disclosure pro-
cess, identify sources of support and encourage open
communication between children and child caregivers
[18].
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As more HIV-infected children survive into their
teens, disclosure of HIV/AIDS infection to children is
increasingly becoming necessary in clinical care. A
recent study by Ferris and colleagues among Romanian
children and teens revealed that in the context of highly
active antiretroviral treatment, a child’s knowledge of his
or her own HIV infection status is associated with
delayed HIV disease progression [19]. Balasini and col-
leagues, in an evaluation study of a disclosure model for
paedatric patients living with HIV in Puerto Rico, estab-
lished that both the youth and their caregivers consid-
ered disclosure as a positive event for them and their
families [20]. Additionally, Instone observes that non-
disclosure over a long time can lead to severe emotional
and social consequences for children, and that parents
or guardians are often unaware of these consequences
[21]. Despite these benefits, disclosure of HIV status to
children who are infected perinatally or early in their
life remains difficult and controversial for families and
providers [18,22].
Health workers observed that some caretakers prefer
to keep the child’s HIV status private due to fear of
unforeseen consequences on the child and the family.
Indeed, in some cases, this fear by parents resulted in
delayed HIV testing for children with resultant delays in
care even when care was available. Similarly, Rwemisisi
and colleagues, in a qualitative study of 10 clients of
The AIDS Support Organization (TASO), note that
some parents were regularly worried that their children
might be infected, but preferred to wait for the emer-
gence of symptoms before considering HIV tests for fear
of the child’s emotional reaction, lack of perceived bene-
fits from knowing the HIV status [23], and stigma [18].
Parents who fear stigma and emotional distress in
their children require professional support [6] on how
to deal with these challenges. A study done in Thailand
among caregivers of HIV-infected children revealed that
fear of negative consequences for the child was a com-
mon reason for non-disclosure [24]. The same study
also revealed that despite the fear, the majority of the
caregivers (88.7%) agreed that they would tell the chil-
dren their diagnosis in future, and half of them
expressed a need for help from health workers with dis-
closure [24].
Indeed parental fear, health worker limitations, health
facility shortages and the limited availability of paediatric
HIV/AIDS care services in many settings could in part
explain the persistent phenomenon of children being
identified as having HIV infection only when they
become ill, and the ugly reality of the majority of such
children dying without a chance of getting treatment
[7]. Our study findings also suggest a need to increase
the availability of life-prolonging and enhancing ARVs
for children to restore hope among caregivers as a moti-
vation for early HIV testing for children [23].
Our study further revealed that health workers are
confronted by caregiver inabilities, which are mainly
related to poverty. Our respondents revealed that often,
caretakers of HIV-positive children find it difficult to
visit health facilities regularly due to lack of money for
transport. Indeed, Domek argues that poverty alleviation
should be part of the global response for meaningful
success in ending the devastating impact of HIV/AIDS
[17].
Our study also documented child-related challenges,
including the fact that children have many fears and
questions that may not be adequately addressed by
healthcare providers due to limited training and a heavy
work load. The belief among some health workers that
children are more emotional than adults and hence
more difficult to communicate with, particularly on sen-
sitive issues like HIV/AIDS, was also very prominent. In
addition, some of the children are sent to health facil-
ities unaccompanied, yet they cannot express themselves
adequately. However, many of these issues may be a
reflection of the health workers’ inadequacy in handling
and caring for HIV-infected children [14], coupled with
the age limitations of the children.
Our study highlights health system gaps as challenges
that health workers have to deal with day by day in the
delivery of HIV counselling and care for children. The
main challenges mentioned in this regard are the limited
number of health workers, and the lack of appropriate
ART formulations for children. Human resource con-
straints were also highlighted in other developing coun-
tries, like Ethiopia [13].
Our study also revealed that there is limited space to
provide quality and child-friendly services. Some of the
study sites lacked space to provide child-friendly ser-
vices, including room for play, and more often, services
for adults and children were combined.
The strength of our study is that it documents con-
straints faced by health workers in the delivery of pae-
diatric HIV counselling and testing services in Uganda.
This is critical, especially now that PMTCT and ART
programmes are being scaled up in the country.
The main limitation of our study is the lack of care-
giver and child perspectives on the constraints high-
lighted, particularly disclosure and the barriers to HIV
testing. We were not able to obtain direct suggestions
on how child- and caregiver-related constraints could be
addressed. However, the perspectives of health workers
in our study are in agreement with other studies [16,23].
This study was mainly descriptive. We could not carry
out further analysis due to the small sample size. How-
ever, our study elicited some important issues that
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require attention to improve the delivery of paediatric
HIV counselling and testing service.
Conclusions
The major challenges in the delivery of paediatric HIV
services were found to be related to the knowledge gap
in paediatric HIV care, lack of counselling skills among
service providers, and health system-related constraints.
Training health workers in child counselling, including
issues of disclosure, sexuality and sexual abuse, and
addressing the fears related to death and an uncertain
future, are needed to improve paediatric HIV care.
Health workers should also be trained to develop skills
that build beneficial relationships with child caregivers
in order to improve care services. Provision of child-
friendly services, guidelines and ARV formulations for
children may provide a window of hope in the improve-
ment of HIV counselling and testing services for
children.
Acknowledgements
We are grateful to the African Dialogue on AIDS Care/AIDS Care Research in
Africa (ACRiA) for funding the study, the ACRiA secretariat at the Joint
Clinical Research Centre, Kampala, Uganda, for technical guidance, and the
Department of Paediatrics and Child Health at Makerere University for office
space and logistical support. To our respondents and research assistants,
particularly J Kwiringira and J Mwanga, thank you for making this study a
reality. We are grateful to the management of all the study sites for their
valuable support.
Authors’ contributions
JR conceived the study, developed the protocol, and participated in data
collection, analysis and writing of the manuscript. CLM participated in study
design, data collection, analysis and writing of the manuscript. GN advised
on study design, and participated in data collection, analysis and writing of
the manuscript. All authors reviewed, revised and approved the manuscript
for submission.
Competing interests
The authors declare that they have no competing interests.
Received: 2 September 2009 Accepted: 7 March 2010
Published: 7 March 2010
References
1. UNAIDS: Report on the global AIDS epidemic 2008 Geneva: UNAIDS 2008.
2. UNAIDS/WHO: Epidemiological Fact Sheet on HIV and AIDS, 2008 update
UNAIDS, Geneva 2008.
3. UNAIDS: Children and AIDS, Second Stocktaking Report. Unite for Children,
Unite Against AIDS UNAIDS, Geneva 2008.
4. Qazi SA, Muhe LM: Integrating HIV management for children into the
Integrated Management of Childhood Illness guidelines. Trans R Soc Trop
Med Hyg 2006, 100(1):10-13.
5. Arrive E, Kyabayinze DJ, Marquis B, Tumwesigye N, Kieffer MP,
Azondekon A, Wemin L, Fassinou P, Newell ML, Leroy V, Abrams EJ,
Cotton M, Boulle A, Mbori-Ngacha D, Dabis F, KIDS-ART-LINC Collaboration:
Cohort profile: the paediatric antiretroviral treatment programmes in
lower-income countries (KIDS-ART-LINC) collaboration. International
Journal of Epidemiology 2008, 37(3):474-480.
6. The devastating effects of HIV/AIDS on children. Lancet 2006,
368(9534):424.
7. Kline MW: Perspectives on the pediatric HIV/AIDS pandemic: catalyzing
access of children to care and treatment. Pediatrics 2006,
117(4):1388-1393.
8. Katabira ET, Oelrichs RB: Scaling up antiretroviral treatment in resource-
limited settings: successes and challenges. AIDS 2007, 21(Suppl 4):S5-10.
9. Ministry of Health: Uganda National policy guidelines for HIV counselling and
testing Kampala: Ministry of Health 2005, 1-41.
10. Allen D, Marshall ES: Children With HIV/AIDS: A Vulnerable Population
With Unique Needs for Palliative Care. Journal of Hospice and Palliative
Nursing 2008, 10(6):359-367.
11. Hudelson PM: Qualitative Research for Health Programmes World Health
Organization, Geneva 1994.
12. Graneheim UH, Lundman B: Qualitative content analysis in nursing
research: concepts, procedures and measures to achieve
trustworthiness. Nurse Education Today 2004, 24(2):105-112.
13. Ministry of Health Ethiopia, ICAP: Paediatric HIV/AIDS Care and Treatment in
Ethiopia: Results of a Situation Analysis 2006.
14. Kaddumukasa A, Sebikejje R, Katamujuna E: Challenges and dilemmas
faced in TASO, Paediatric counseling: TASO story. XIV International AIDS
Conference 2002, 14, abstract no WePef6881.
15. Peterson S, Nsungwa-Sabiiti J, Were W, Nsabagasani X, Magumba G,
Nambooze J, Mukasa G: Coping with paediatric referral - Ugandan
parents’ experience. Lancet 2004, 363(9425):1955-1956.
16. Myer L, Moodley K, Hendricks F, Cotton M: Healthcare providers’
perspectives on discussing HIV status with infected children. Journal of
Tropical Pediatrics 2006, 52(4):293-295.
17. Domek GJ: Social consequences of antiretroviral therapy: preparing for
the unexpected futures of HIV-positive children. Lancet 2006,
367(9519):1367-1369.
18. Wiener L, Mellins CA, Marhefka S, Battles HB: Disclosure of an HIV
diagnosis to children: history, current research, and future directions. J
Dev Behav Pediatr 2007, 28(2):155-166.
19. Ferris M, Burau K, Schweitzer AM, Mihale S, Murray N, Preda A, Ross M,
Kline M: The influence of disclosure of HIV diagnosis on time to disease
progression in a cohort of Romanian children and teens. AIDS Care 2007,
19(9):1088-1094.
20. Blasini I, Chantry C, Cruz C, Ortiz L, Salabarria I, Scalley N, Matos B, Febo I,
Diaz C: Disclosure model for pediatric patients living with HIV in Puerto
Rico: design, implementation, and evaluation. J Dev Behav Pediatr 2004,
25(3):181-189.
21. Instone SL: Perceptions of children with HIV infection when not told for
so long: implications for diagnosis disclosure. J Pediatr Health Care 2000,
14(5):235-243.
22. Lesch A, Swartz L, Kagee A, Moodley K, Kafaar Z, Myer L, Cotton M:
Paediatric HIV/AIDS disclosure: towards a developmental and process-
oriented approach. AIDS Care 2007, 19(6):811-816.
23. Rwemisisi J, Wolff B, Coutinho A, Grosskurth H, Whitworth J: ’What if they
ask how I got it?’ Dilemmas of disclosing parental HIV status and testing
children for HIV in Uganda. Health Policy Plan 2008, 23(1):36-42.
24. Oberdorfer P, Puthanakit T, Louthrenoo O, Charnsil C, Sirisanthana V,
Sirisanthana T: Disclosure of HIV/AIDS diagnosis to HIV-infected children
in Thailand. Journal of Paediatrics and Child Health 2006, 42(5):283-288.
doi:10.1186/1758-2652-13-9
Cite this article as: Rujumba et al.: Challenges faced by health workers
in providing counselling services to HIV-positive children in Uganda: a
descriptive study. Journal of the International AIDS Society 2010 13:9.
Submit your next manuscript to BioMed Central
and take full advantage of: 
• Convenient online submission
• Thorough peer review
• No space constraints or color figure charges
• Immediate publication on acceptance
• Inclusion in PubMed, CAS, Scopus and Google Scholar
• Research which is freely available for redistribution
Submit your manuscript at 
www.biomedcentral.com/submit
Rujumba et al. Journal of the International AIDS Society 2010, 13:9
http://www.jiasociety.org/content/13/1/9
Page 9 of 9
